
Pubc Health Brief

Healh readers of information relevant to
their own interests and that the concept of
thematicissuesoftheJoumalis abetterway
ofincreasing the number and imprving the
qualty of international health papers.

Several successful programs are tiy-
ing to promote the development of health
service and epidemiologic research in the
developing world. Among them are the
Independent International Commission
on Health Research for Development,8
the International Clinical Epidemiology
Network,9 the Rockefeller Foundation's
Greatly Neglected Diseases Network,lO
andseveralWorldHealthOrganizationini-
tiatives, such as the Tropical Diseases Re-
search Program. All of these programs
aim at international cooperation in re-
search. The fruits of such international

coliaboration are reflected in the Joumal's
high acceptance rate of papers whose au-
thors were from both developing and in-
dustrialized countries. [
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Screening for Colorectal Neoplasia:
Physicians' Adherence to Complete
Diagnostic Evaluation
Ronald E. Myers, PhD, DSW, Andrew M. Balshem, BA, Thomas A. Wolf
MA, Enc A. Ross, ScM, and Lois Milner, PhD

Intdudion

During their lifetimes, American men
and women have about a 5% chance of
developing large-bowel cancer.1,2 Recent
figures indicate that in 1992, there were
over 156 000 new colorectal cancer cases
and more than 58 300 deaths from colo-
rectal cancer.3

Screening programs for colorectal
cancer usually employ fecal occult blood
tests to detect early-stage cancer. This
screening test is recommended by the
American Cancer Society and the Na-
tional Cancer Institute for annual use by
men and women 50 or more years of age.
Controlled trials are being carried out in
the United States and Europe to deter-
minewhether mortality can be reducedby
screening for fecal occult blood.48

It is recommended that persons with
abnormal fecal occult blood test results
undergo complete diagnostic evaluation
(i.e., either colonoscopy or barium enema
x-ray plus flexible sigmoidoscopy).9"10
The study descnbed here is a prospective
assessment of adherence to complete di-

agnostic evaluation guidelines in colorec-
tal cancer screening.

Methods
In spring 1989, a cohort of men and

women (n = 2201) 50 ormoreyears ofage
was randomly selected from 12 800 indi-
viduals who had joined HMO PA/NJ
within the previous year. HMO PA/NJ is
a prepaid health care plan of US Health-
care Inc, an independent practice associ-
ation-type health maintenance organiza-
tion (HMO). On joining the HMO, each
subject had selected an affiliated primary-
physician office as his or her medical care
provider. Study subjects were mailed a
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free screening kit, which included three
HemaWipe fecal occult blood tests,
through anHMOcolorectal cancerpreven-
tion program known as US HEALTH-
CARE CHECK Persons who did not re-
turn tests within 15 days were mailed a
reminderletter. Subjectswhose test results
were positive (n = 166) were notified by
mail, as were the offices of their primary
physician (n = 121). The subject notifica-
tion letter encouraged recipients to discuss
follow-up with their primary physician. A
medical chart audit was done 6 months
later to collect data on diagnostic evalua-
tion and diagnosis.

Res.uk
The chart audit revealed that 137

(83%) subjects had contacted a primary
physician to discuss follow-up. This figure
was significantly lower (P = .0006) than
our projected rate of contact (i.e., 90%).11
For 18 (11%) subjects, therewasno record
in the chart of any contact in which fol-
low-up of the abnormal test result was
discussed. In 11 (7%) cases, no patient
chart could be located. This situation in-
dicates that the patient had never visited
the office.

For the 137 patients who had con-
tacted a physician, it was found that only
52 (38%) were advised to have a complete
diagnostic evaluation; 75 (55%) were ad-
vised to have diagnostic procedure(s)
other than a complete evaluation. Recom-
mended procedures other than a complete
diagnostic evaluation included a repeat fe-
cal occultblood test (n = 34), digital rectal
examination (n = 18), barium enema
x-ray (n = 14), complete blood count
(n = 14), flexible sigmoidoscopy (n = 8),
upper gastrointestinal x-ray (n = 7), rigid
sigmoidoscopy (n = 3), and other unspec-
ified procedures (n = 2). The number of
procedures totals more than 75 because
some patients were advised to have more
than one procedure. Finally, it was deter-
mined that 10 (7%) patients were advised
to have no further workup. It was also
discovered that of the 52 individuals who
were advised to have a complete diagnos-
tic evaluation, 42 (81%) actually under-
went the procedure(s).

Differences in findings for subjects
who did and did not undergo complete
evaluation were marked (P < .0001).12
Specifically, diagnoses of patients for
whom it was verified that a complete di-
agnostic evaluation was done (n = 42) in-
cluded 1 cancer case, 10 polyp cases, 21
"other" cases (i.e., hemorrhoids, diverti-
culitis, stomach ulcer), and 10 cases wt

normal findings. Diagnoses recorded for
patients who underwent procedures other
than complete evaluation (n = 75) were 3
polyp cases, 25 "other" cases (i.e., hem-
orrhoids, diverticulitis, stomach ulcer),
and 57 cases with normal findings. No di-
agnosis was available for 20 subjects.

Disussion
Complete diagnostic evaluation is

routinely done for persons with a positive
fecal occult blood test result in random-
ized controlled trials. When colorectal
cancer screening is done at the community
level, however, complete evaluation of
abnormal test results is often not done.13-15
We have discovered that most patients
with an abnormal fecal occult blood test
contact a physician to discuss follow-up
care; however, many do not actually un-
dergo a complete diagnostic evaluation.
Our findings are consistent with a recent
report that suggested that 37% to 63% of
patients who present at a physician's of-
fice with an abnormal fecal occult blood
test result undergo a complete diagnostic
evaluation.'6 For individual patients, in-
complete diagnostic evaluation may result
in delay or failure to detect colorectal can-
cer and polyps. At the population level, a
low rate ofcomplete diagnostic evaluation
in a screening program is likely to mini-
mize any potential contribution of screen-
ing to the reduction ofmorbidity and mor-
tality. It should be noted that the problem
of incomplete diagnostic evaluation has
also been reported in screening for other
types of cancer.17-19

By observing physician-patient con-
tact in follow-up care, we also found that
most persons with a positive fecal occult
blood test result had consultedwith a phy-
sician; however, in most cases, it appears
that they were not advised to have a com-
plete diagnostic evaluation. The practice
of recommending follow-up procedures
other than complete diagnostic evaluation
may reflect physicians' uncertainty about
preventive care in general2-22 or about
colorectal cancer screening in particular.23
It may be hypothesized that factors that
could give rise to physicians' uncertainty
about recommending complete diagnostic
evaluation include physician confidence in
screening, knowledge about the proce-
dures that constitute complete evaluation,
past experience in following up positive
fecal occult blood test results, concem
about cost and safety issues, and per-
ceived patient preferences.Z4 2 Unfortu-
nately, data were not collected in this
study to determine which, if any, of these

factors were associated with physicians'
reluctance to recommend complete eval-
uation. Further research is required to un-
derstand why physicians eschew recom-
mending complete evaluation. Studies are
also needed to determine how to increase
the use of complete evaluation. In this re-
gard, HMO PA/NJ has introduced a con-
tinuing medical education program for
physicians to enhance the quality of care
delivered to screening program partici-
pants.

The extent to which the observa-
tions reported here can be generalized
may be limited by characteristics of the
HMO, the affiliated physicians and sub-
scribing members, and the screening pro-
gram. It also should be acknowledged
that chart audit data are limited in accu-
rately reflecting physicians' recommen-
dations to patients. C1
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The Epidemiology of Child Abuse:
Findings from the Second National
Incidence and Prevalence Study of
Child Abuse and Neglect
Joseph C. Cappelaert PhD, John EckendeW, PhD, andJane L. Powers, PhD

Intoducion
The Second National Incidence and

Prevalence Study of Child Abuse and Ne-
glect was mandated by Congress in 1984
(1) to assess the current national incidence
and prevalence of child abuse and neglect
and (2) to determine how the severity, fre-
quency, and character of child maltreat-
ment had changed since 1980 when the
First National Incidence Study was
conducted.1-3 A more extensive analysis
of these large-scale, nationally represen-
tative studies could provide valuable sci-
entific knowledge on the scope and nature
of child maltreatment and its impact on
public health issues.4-7

Using data from the Second National
Incidence Study, we sought to examine
the impact of five key demographic
factors-age at discovery, gender, in-
come, ethnicity, and county metro-
status-on sexual abuse and physical
abuse. In addition, using these variables,
we compared the risk of sexual abuse with
the risk of physical abuse. The latter anal-

ysis is similar to one previously conducted
by Jones and McCurdy.5 However, these
investigators used unweighted data,
whereaswe used the appropriate sampling
weights, which gave the correct estimates
of the standard errors associated with the
regression coefficients and hence were
more reliable for hypothesis tests and con-
fidence interval estimations. Emotional
abuse has been excluded from our analy-
ses because it was more difficult to define
and measure.8,9
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